Over the past decade, advances in technology and refinements in surgical techniques have brought pediatric cataract surgery into the modern age.
capsule in children is very elastic, and therefore it may be difficult to perform a controlled manual continuous curvilinear capsulorhexis (CCC).
However, it remains a gold standard for resistance to tearing and should be accomplished whenever possible. Difficulties in performing manual CCC in the infantile eye led researchers and surgeons to search for alternative methods to open the anterior capsule in children. Alternatives to manual CCC currently available include vitrectorhexis, radiofrequency diathermy with a Fugo plasma blade, the two-incision push-pull technique, and the four-incision technique. [3] [4] [5] [6] Wilson et al. analyzed pediatric anterior capsulotomy techniques in the porcine model and found that manual capsulorhexis produced the most extensible capsulotomy with the most regular and stable edge. 7 In eyes with poor anterior capsule visibility, trypan blue (0.0125 %) was used to stain the anterior capsule. The shape, size, and edge integrity of anterior capsulotomy are very important for the long-term centration of the IOL (Figure 1 ).
Management of the Posterior Capsule and Anterior Vitreous Face
The most frequent and significant problem following pediatric cataract surgery is visual axis opacification (VAO). children. [14] [15] [16] [17] [18] [19] [20] Posterior capsulotomy can be performed using various approaches, including manual posterior continuous curvilinear capsulorhexis (PCCC), vitrectorhexis, radiofrequency diathermy, and the Fugo plasma blade. 21, 22 Manual PCCC is performed before IOL implantation, whereas, if a pars plana vitrectorhexis is performed, it is done after the IOL is implanted. 23, 24 The size of the posterior capsulorhexis should be large enough to provide a clear central visual axis, but smaller than the IOL optic, so as to allow stable in-the-bag IOL fixation. Manual PCCC offers the advantage of a controlled size and strong edges, but is more difficult to perform ( Figure 3) .
A potential complication associated with this procedure is disruption of the anterior vitreous face (AVF). 25 The signs of AVF disruption vary from subtle to obvious, and include:
• the presence of vitreous strands in the anterior chamber;
• the attachment of the vitreous to the capsular flap; and
• distortion of the capsulorhexis margin. 
Secondary Intraocular Lens Implantation
Eyes that are left aphakic are likely to require a secondary IOL implantation. Even if the surgeon is not planning to implant an IOL primarily, it is important to leave behind sufficient anterior and posterior capsular support at the time of cataract surgery to facilitate in-the-bag or sulcus-fixated IOL implantation to allow ciliary sulcus or in-the-bag placement of an IOL once the child and eye grow.
Newer Approaches

Optic Capture
An alternative technique to stabilize the IOL was introduced with the concept of capturing an IOL optic through anterior capsulorhexis.
The haptics were placed in the ciliary sulcus and the IOL optic was then 
Sealed Capsule Irrigation
Maloof and co-workers designed a sealed capsule irrigation device (Perfect Capsule TM ) that can help to irrigate the capsular bag selectively, which may help pediatric cataract surgeons to eliminate or delay VAO by using irrigation chemicals through this device.
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Manual Posterior Continuous Curvilinear Capsulorhexis via Pars Plana Approach
Vasavada and co-workers recently introduced a technique of performing manual PCCC via the pars plicata. 56 
Bag-in-the-lens Implantation
Tassignon and colleagues reported the outcome of a surgical procedure in pediatric cataractous eyes that they called 'bag-in-the-lens'. 57, 58 In this technique, the anterior and posterior capsules are placed in the groove of a specially designed IOL after a capsulorhexis of the same size is 
